Psychosocial interventions are part of the complex understanding and treatment of violent behavior in our state mental health hospitals. A comprehensive assessment of violence and aggression includes attention to all 3 domains of prevention and assessment (primary-institutional, secondary-structural, and tertiary-direct). Trauma experiences and their consequences may include behavioral violence and aggression. The authors' premise is that trauma is a universal component in the individual assessment of violent behavior. Therapeutic interventions must include a traumainformed formulation to be effective. Organizational commitment to trauma-informed, person-centered, recoveryoriented (TPR) care is crucial to the efficacy of any of the interventions discussed. Thus, the dynamic nature of the individual, interpersonal, environmental, and cultural factors associated with the daily operations of the inpatient unit need to be assessed through the lens of primary and secondary violence prevention, building on the recognition that the majority of persons served and staff have significant trauma histories. Once a compassionate, respectful, empathic, and empowering approach is embraced by leadership and staff, the work with individuals can proceed more effectively. Interventions used include a variety of cognitive-behavioral, interpersonal, and somatosensory therapies. These interventions, when effectively applied, result in more self-esteem, self-mastery, self-control for the person served, and diminished behavioral violence.
Introduction
Across the United States, state mental health authorities are working to incorporate the voice of the person served into the mission and operating procedures of mental health services. The focus on providing traumainformed, person-centered, recovery-focused (TPR) care has gone hand in hand with initiatives to reduce restraint and seclusion episodes in psychiatric hospitals. State inpatient psychiatric facilities have a special opportunity to facilitate recovery in a trauma-informed, personcentered way and to foster positive growth and change in individuals who have traditionally been underserved and are in acute and/or enduring phases of their illnesses. These facilities, with access to diverse, flexible resources and modalities of care, are a vital part of any integrated continuum of care. 1 Our mission as health care providers is to assist those seeking services to "turn pain into purpose." 2 For those who express their pain through violence, our challenge is to help them transform that pain rather than meet it with the violence of restraint, seclusion, and coercion. Trauma engenders feelings of fear, anger, and shame, and violence is but one outward expression of those feelings. Violence, be it toward self or others, is multideterministic in nature, and as such requires interventions tailored to the individual and his or her own idiosyncratic behavioral expressions. Moreover, the episodes of violence in our inpatient psychiatric units jeopardize the healing environment necessary to provide effective treatment and to empower the person served to be an active participant in his or her recovery. Staff and the person served suffer when violence occurs in what should be an environment of hope and opportunity for healing and change. As state mental health authorities across the country work to adopt TPR systems of care, implementation has often been met with anger and fear that these philosophical changes are at the expense of frontline staff members' ability to maintain safety for themselves and for those served. 3 The high rates of injury in behavioral healthcare settings, particularly among frontline staff, undermine the quality of the milieu and efficacy of the therapeutic alliance so necessary to recovery. This article seeks to explore the ways in which TPRinformed psychosocial interventions can ameliorate the negative impact of violence for persons served and for staff (see Figure 1) . The authors will discuss how, given this lens, comprehensive assessment is conducted and appropriate treatment engagement, including accurate choice of psychosocial interventions, are facilitated. We will utilize a threat assessment approach that is organized around the identification, assessment, and de-escalation of threatening situations and is grounded in the TPR paradigm. The authors will pay particular attention to those psychosocial interventions that ultimately result, not only in the absence of violent behavior, but in safety, hope, and healing for all.
Trauma-Informed Perspective
There is growing recognition that trauma is widespread, and that the experience of trauma has far-reaching effects on a person's physical and mental well-being. The Adverse Childhood Experience (ACE) Study, utilizing a 10-item survey, found a powerful relationship between the number of traumatic incidents individuals had experienced prior to the age of 18 and their developmental challenges and chronic health conditions. 4 The items of the original ACE survey underscore that not only is trauma historical in nature, but it is also largely interpersonal, eg, physical or sexual abuse at the hands of a family member or disrupted attachments due to parental death, incarceration, or substance abuse. The TPR approach to treating violence starts with the recognition that the behaviors that lead to inpatient psychiatric care, eg, violence to self or other, are a person's best attempt to communicate or mitigate the innumerable effects of the traumas they have experienced (see Figure 2 ). Among people with severe mental illness, the sheer pervasiveness of trauma, estimated to be as high as 90%, is staggering and requires us to assume that trauma is a universal experience among people served on our state psychiatric inpatient units. 5 The implication is that more than 90% of persons served have suffered some form of significant pain, loss, and fear, often at the violent hands of another. Assessing and treating violence as a direct consequence of trauma is but the first step on that journey of recovery.
Assessment
Equally central to TPR is the observation that "violence is a process, not an act." 6 In order to accurately address violent behavior for a particular individual, a wider lens is needed to assess and understand the context and risk for violence. The public health model of violence defines 3 levels of violence: organizational/institutional (eg, stigma, discrimination); structural (eg, unemployment, involuntary hospitalization); and direct (eg, trauma) 7 (See Table 1 ). Violence is the synergistic culmination of individuals interacting with each other and the environment, each operating from their cultural affiliations and status within society overall, their relationships and trauma history, and their individual intrapsychic schemas. 8 Inpatient psychiatric units comprise miniature communities within which all 3 levels of violence (institutional, structural, and direct) are operating and relevant. A narrow focus on direct violence with little regard to the contributions of institutional and structural violence limits the efficacy of any intervention or treatment modality. Within the field of violence risk assessment, the concept of threat assessment focuses on preventing violence within a community or institution. Threat assessment, consistent with the public health prevention model of violence, is organized into 3 levels of prevention: (1) primary (creating a community-wide climate that mitigates institutional violence and supports the commitment to nonviolence, (2) secondary (reducing structural violence by identifying and intervening with people at risk), and (3) tertiary (utilizing violencespecific interventions with people who are persistently violent).
Primary prevention at the culture of care level
The National Association of State Mental Health Program Directors (NASMHPD) has been the leader in emphasizing that the path to reducing violence on inpatient psychiatric units is to transform the authoritarian, controlling culture, which is too common among inpatient units, into a TPR culture. 1, 5 NASMHPD clearly places the locus of change within the organizational culture, as the mechanism necessary to reduce violence and associated restraint and seclusion episodes. 5 (4) knowing society. Importantly, SHH empowers staff to understand their own histories, triggers, and risk factors, as well as those of persons served, as a vehicle for identifying and mitigating potentially dangerous situations. These tools enable staff to better understand, make meaning of, and predict violence, thereby increasing personal and organizational safety and fostering hope for both staff and persons served. This approach supports an individualized formulation and treatment plan for recognizing and responding to the contextual fluctuations in risk for violence, and allows for an The formalization of risk assessment procedures affects the culture of a unit in several intangible ways as well. Regular review of the risk assessments promotes more effective intra-and inter-team communication and treatment planning. Staff knowledge and attention to the universal indicators of violence risk is increased and the direct focus on early intervention supports the use of more effective strategies for de-escalation. 9 In one study, the number of severely aggressive incidents was unaffected; however, staff assessed these incidents as less severe, suggesting that systematic risk assessment increased staff's confidence in their ability to manage the risk for violence. 16 2. Individualized formulations of violence risk Traditional, systematic risk assessment is integral to violence prevention efforts, but must be supplemented with other modalities and types of assessment in order to increase efficacy. With TPR systems of care, violent behavior is conceptualized as a "message," be it to the self or others. In order to understand the meaning of a person's violent behavior, a multidisciplinary approach is necessary to uncover the connections between the individual, the situation at hand, the setting, and the target of the violence. Attention to the relevant institutional and structural violence a person is subject to further informs this formulation. It requires a more dynamic focus and "an investigative, skeptical, inquisitive mindset." 
Cognitive behavior therapy (CBT)
CBT is the most widely studied modality of psychotherapy in the field of violence prevention, although other forms, eg, psychodynamic psychotherapy, are also effective. 28 Most CBT approaches emphasize the ability to (a) recognize internal and external triggers; (b) observe and manage one's cognitive and emotional responses; and (c) resolve interpersonal conflict and negotiate getting one's needs met. CBT helps the person served to recognize the power of his/her own thoughts, particularly interpersonal/relational triggers, cognitive distortions, and the possibility of alternative interpretations (see Table 2 ). As cognitions shift, people's associated feelings of inadequacy, inferiority, and hopelessness also shift, and the possibility of recovery increases. CBT components that address the psychological factors that underlie violence, including fear, anger, and shame, empower an individual to resume a self-regulated life course.
Sensory modulation interventions
More recently, there has been increased recognition that in order for most CBT to work, one must include attention to the body because people who are physiologically aroused have difficulty utilizing cognitive strategies. 29 People with mental illness are frequently less aware of their own physiological and sensory experiences. 30 Identifying sensory triggers and physiological reactivity are essential to any effort to understand the antecedents of a violent episode and to develop person-specific strategies for early intervention and de-escalation. Teaching someone to recognize the changes in their own sensory experience enables them to more fully participate in the recovery process. Sensory modulation techniques allow for the creation of individualized tools to manage one's own physiological state. It is much easier for a person served to make their way in the world using personalized sensory tools under their conscious control than to rely on the presence of a staff member to do the same. Sensory modulation methods allow for choice and empowerment and decrease the sense of shame associated with being "less than" or "dependent." Empowering someone to use sensory strategies to self-regulate their level of arousal promotes self-efficacy. Inpatient units have introduced "sensory rooms" that provide a calming space with avenues for soothing and arousing each sense.
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Interventions based on the presenting emotions
Shame
Symptoms and behaviors that are triggered via a shamebased mechanism respond best to cognitive interventions within a "socio-ecological framework." 5 Skill-based modalities that target the need for control, mastery, and meaningful purpose foster pride and self-respect. Cognitive restructuring and enhancing therapies, motivational interviewing, stress management, vocational training, community outreach, and access to housing and higher education all counteract the negative messages that persons served have experienced via institutional and structural violence (see Table 3 ).
Anger
For those violent behaviors that are intra-and interpersonal in nature with a primary expression in the form of anger or rage, effective treatments include individual psychotherapy, dialectical behavioral therapy (with its focus on mindfulness, distress tolerance, and affect regulation), group therapies, co-occurring addiction work, anger management, and psycho-education regarding the interplay of trauma and mental illness. Intra-and interpersonal therapies foster the ability of the individual to self-reflect and to regulate the level of social interactions desired with a corresponding increase in positive social connections, where previous ones may have been damaged or non-existent.
Fear
Symptoms and violent behaviors that are primarily fearbased with a large global somatic component, including dissociation or hyper-arousal, respond best to interventions that target the brain stem and have a direct impact on sensation. Sensory modulation techniques, including sensory kits, comfort rooms, trauma-informed yoga, grounding and centering skills, progressive muscle relaxation, diaphragmatic breathing, eye movement desensitization and reprocessing (EMDR), and gentle reprocessing, to name a few, offer the fastest way to recalibrate the distorted fearful perceptions that lead to challenging, and even violent, behavior.
Tertiary Prevention
Treatments that address the underlying factors that give rise to violence are necessary but insufficient for the small minority of persons served (2-6%) who engage in repeated episodes of violent behavior and are responsible for incidents of inpatient violence. 
Psychosocial interventions to address violence
Violence-specific interventions are necessary to decrease violence. 36 While the known interventions that directly target aggression in adults appear to be nascent, the evidence-based research on children and adolescents • Theoretical model: Treatments informed by a coherent theoretical model for understanding violence, its antecedents, and its consequences, and by clear principles that pervade the entire system of care are more likely to be effectively adopted.
39
• Multimodal and multifocused: Treatments that utilize multiple modalities (eg, individual, group, family), target multiple domains (eg, emotion regulation, conflict resolution), and address larger system issues (eg, identity and roles within the family and the larger community) had significant effect sizes in contrast to the effect sizes of interventions with a singular focus, eg, a specific skill. 40 CBT interventions that target anger control and interpersonal functioning show the most promise in reducing violent behavior.
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• Skilled clinical workforce: A well-trained, skilled clinical workforce providing clear, compassionate treatment is effective in reducing violence. 39 The degree to which CBT is effectively implemented (eg, rigor of staff training and supervision in CBT) is positively related to effect size. 43 The Mendota Juvenile Treatment Center (MJTC), located in a state psychiatric facility, is an example of a residential treatment for persistently violent adolescents that is comprehensive, multimodal, and system-based, and that shares many of the features that characterize TPR. The adolescents and their behavior are conceptualized in the context of their places within larger social systems (family, peer, community, etc.). Treatment focuses on the individual's alienation from "conventional life," which is understood as a product of both how others view and react to the individual and the individual's aggressive disdain and rejection of others. Treatment is designed to change the nature of interactions and to expand the roles and identities available to the adolescent. 39 While the intervention includes skill training, the primary target is to increase the individual's openness and positive attitude to prosocial roles, identities, relationship dynamics, and life goals. 44 When immediate family members are not able to participate, the treatment team works to engage extended family members or community members who may offer support. The MJTC approach resonates with the focus on recovery in the mental health system: the recognition that an expanded sense of self and self in relation to others is necessary for people with mental illness to cope with their illness and build meaningful lives. Five years postdischarge from MJTC, youth were 34% less likely to be rearrested and 50% less likely to commit a violent crime compared to those who did not participate in the MJTC program. 45 Aggressive replacement therapy (ART) is a CBT violence reduction program that originated as a treatment for adolescents and has also been found to be effective in working with adults and people with mental illness. [46] [47] [48] [49] ART is an intensive group treatment with multiple weekly sessions. Goldstein et al 46 conceptualize
violence as comprising affective, behavioral, and values components, and the ART treatment modules of emotion regulation, social skills, and moral reasoning address each of these aspects of violence, respectively. The moral reasoning component asks participants to discuss moral and ethical questions and promotes mentalization skills, including the ability to recognize and imagine another person's experience. ART is associated with reductions in felony recidivism. 43, 50 Researchers at Children's Hospital in Boston have developed the RAGE-Control intervention, which recognizes the integral role of bodily focused interventions in the context of CBT and violence reduction. RAGE-Control is a video game that requires players to modulate their physiological arousal in order to play the game. Players who become physiologically hyperaroused effectively trigger the deactivation of their game control stick. The game settings are adjusted based on the individual's baseline arousal, and as the individual progresses, the settings can be set to present progressively more challenging goals of physiological modulation. Violence triggered by the need for power and control diminish as individuals master their own somatic processes and feel less at the mercy of their unregulated emotions. Preliminary data suggest that in conjunction with ACT, RAGE-Control may be associated with a decrease in violent episodes. 51, 52 Putting It All Together Traumatologist and consultant Donna Riemer, RN, PPMHN-BC, reported on the efforts of a treatment team to reduce violence on a maximum security forensic mental health hospital unit using a trauma informed, sanctuary approach to (a) create cultural change in the milieu, (b) focus on consistent early interventions, and (c) develop working relationships between care providers and patients. 53, 54 The most secure maximum security unit in Wisconsin's state mental health system was the setting in which the treatment team leaders worked together with persons served to create a significant culture change to effectively embrace a zero-tolerance for violence. Persons served by this unit included those with major mental illness, personality disorders, and alcohol and other drug abuse, as well as medical and developmental disabilities, and most had significant legal issues. In order to do this, both staff and persons served had to understand their beliefs about and approach to reducing violence and barriers to change. The development of consistent rules, definitions, and approaches to violence was established collaboratively.
With that consistency in place, better tools for early intervention and de-escalation of violence could be created in partnership with the person served. Emphasis on identifying and managing stressors that lead to violent behavior allowed for creative adoption of self-calming and modulating activities that served not only to de-escalate situations but to create a true healing sanctuary. Many of these activities have been highlighted in our discussion of specific interventions, including breath work, grounding techniques, meditation, progressive relaxation, and groups learning these techniques. Mixed psychoeducation groups of staff and persons served, regarding nonviolent communication as a means of expressing oneself appropriately and getting needs met, facilitated the desired culture change and consistency in approaching violent episodes. Additionally, groups that addressed anger management, cognitive and emotional regulation, coping and problem-solving, and conflict resolution, as well as other prosocial skills that respect the rights and boundaries of others as a basis for a trauma-informed environment of care, were embraced by all. 53 Other changes incorporated included an emphasis on self-care and mutual support for the providers, as well as a robust debriefing process following all episodes of early intervention and de-escalation efforts.
The year-one results following the implementation of the culture change on this maximum security unit were striking. Compared to baseline episodes of violence from the year prior to the new approach, there was a 50% reduction in patient violence-related injuries, use of seclusion and restraint, emergency code calls, and complaints lodged by persons served. 53 Moreover, lost days due to staff injuries were reduced by 62%, and both staff and persons served reported an increase in feelings of safety. 53 
Conclusion
The medical model for understanding violence by parsing violent behaviors into psychotic, predatory, or impulsive (developmental/medical/injury) serves us well in determining medical interventions. 34 There is a need to study and understand the history and experience of trauma in those with violent behaviors in order to provide evidencebased treatment and best practices to the treatment of individuals with aggressive and violent behavior. This will necessitate development of pilot programs that use trauma-informed approaches to violent behavior from primary, secondary, and tertiary prevention models. This comprehensive approach will serve both the individual and society at large. In that spirit, we call for primary prevention of violence in our society that supports community relationships, meaningful work, economic stability, and a trauma-informed perspective in all human service endeavors. More specifically, the organizational/ institutional commitment to a TPR orientation is crucial in the efficacy of any of the interventions discussed. In addition to the traditional means of assessing risk for violence, using the public health model of violence as a lens helps us to better understand and ameliorate symptoms that result from institutional, structural, and direct violence. The dynamic nature of the individual, interpersonal, environmental, and cultural factors associated with the daily operations of the unit need to be assessed through the lens of primary and secondary violence prevention, which recognizes that the majority of people served have significant trauma histories. Once a compassionate, respectful, empathic, and empowering approach is embraced by leadership and staff, the work with the individual can proceed more effectively. Interventions used include a variety of cognitive-behavioral, interpersonal, and somatosensory therapies. These interventions, when effectively applied, result in more selfesteem, self-mastery, and self-control, and diminished behavioral violence. This is the hope for the future efficacy of treatment in our state mental hospitals that combines a rigorous medical model with environmental and psychosocial interventions.
We recognize that fiscal constraints will limit the implementation of this approach, which requires a better trained and supervised work force. The value of time with individuals served in our inpatient institutions is part of the cost of this TPR approach, which is founded on interpersonal engagement and training of both staff and persons served. It is imperative that this change start at the top, and institutional leaders embrace this perspective. Since all institutions have training as part of an ongoing requirement for quality service provision, these efforts can be retooled to develop new ways to train staff and increase the skills required for implementing these psychosocial interventions. More pilot studies are needed that include standardized violence/aggression assessment and monitoring tools, while applying a TPR approach to reducing violence. These studies will create the evidence base needed for systematic culture change for behavioral health integration throughout the healthcare delivery system, our communities, and families to create a nontraumatizing society.
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